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Reality check 

Precision cancer medicine 



Each type of conflict, each conflict eco-system has specific challenges 

Pre conflict-----------Conflict----------Post Conflict 



Still little research on cancer ‘systems’ of pre-

conflict-fragile countries 

  

Too much modelling of 

data 

Too much reliance on 

government self reporting 

Even where we have basic 

maps, little qualitative 

research 



• Pre-existing fragile & ageing 
ecosystem 

• Post conflict healthcare 
workers drawn from older 
population – massive skill 
loss 

• Outside expertise 
inadequate 

• Failure to utilise indirect 
approaches to gathering 
cancer intelligence 

 

Balkans experience – failing to understand impact on 

populations 

Rebuilding a health care system: war, reconstruction, and health care reforms 

In Kosovo. Eur J Public Health, 17(2): 226-30 



Libya experience - failure to map the impact of conflicts 

on destruction of infrastructure and loss of human 

capital 

Sullivan R, Purushotham A, McQuinn B. How are we going to rebuild public health in 

Libya? J R Soc Med 2011, 104: 490-492.  

f/u http://www.emro.who.int/images/stories/media/Final_Libya_Infographic.pdf?ua=1 

• Of third of functioning 
hospitals only 2 have basic 
cancer care 

• Loss of 76% of cancer 
surgeons 

• Shift to emergency care, low 
level NCD care 

• Little understanding of 
impact on Tunisian cancer 
care services 

 



Díaz-Cayeros, A., B. Magaloni, A. Matanock, and V. Romero (2011). 

“Living in Fear: Mapping the Social Embeddedness of Drug Gangs and Violence in Mexico,” 

Velasquez, A. (2013). “The Economic Burden of Crime.” Duke University Working Paper 

• Loss of 65-91% 
critical cancer 
services in cartel 
areas 

• Massive shift to out of 
pocket expenditures 

• Indirect loss of capital 
flow to cancer 
(health) services 

 

Goss, P, Sullivan R, et al. Planning cancer control in Latin America and the 

Caribbean. Lancet Oncology  2013 14 (5): Pages 391-436 

Mexico experience – ‘out of sight, out of mind’ 



Improved 
health & 

health equity 
for all 

Underserved 
Populations 

Populations 
in Crisis 

HICs Conflict & 
Displacement 

Disaster 
Transitioning 

countries 

What should be the strategic focus? 

Cancer research and care for the most vulnerable 

populations 



Ira Nathanson. Cancer results of treatment. NEJM 1943: 468-480 

 

CONCORD 2. Lancet 2014 November: India data 

Breast 
∂18%  

H & N 
∂36%  

Rectal 
∂32%  

Site specific policy(s): outcomes are composite endpoints 



• Technology is a quick fix but it  is often human resources that will 

deliver models of care that are fit for purpose 

Greatest need with Highest impact at Lowest cost 

Rossi L et al. Impact of Adjuvant Chemotherapy on Breast Cancer Survival: A Real-World Population. PLoS One. 2015 Jul 

27;10(7):e0132853. 

Atun R et al. Expanding global access to radiotherapy. Lancet Oncol. 2015 Sep;16(10):1153-86.  

Moving into modalities 

Surgery 

Pathology-
Imaging 

Need: 60-85% 

Impact: 30-70% 
survival gain 

Cost: low 

Radiotherapy 

Need: 20-50% 

Impact: 5-20% 
survival gain 

Cost: moderate 

Systemic therapy 

Need: 50-90% 

Impact: variable, 0-
20% solid tumours 

Cost: variable,    
low-high 



Huge gaps in quality 

Quality of Care Dimensions 

Effective Efficient Accessible 
Acceptable/patient-

centred 
Equitable Safe 

Delivering 
care that is 
evidence 
based, 

results in 
improved 
outcomes 

Delivering 
care in a 

manner that 
maximizes 

resource use 
and avoids 

waste 

Delivering 
care that is 

timely, 
geographic 

reasonable 
and provided 
where skills 

and 
resources are 
appropriate 

Delivering 
care that 
takes into 
account 

preferences 
and 

aspirations of 
service users 
and culture of 

community 

Delivering 
care that 

does not vary 
in quality 

because of 
any 

characteristic 
such as 
gender, 
socio-

economic 
status 

Delivering 
care that 

minimizes 
risk and harm 

to service 
users 

Far distance Poor comms 
Limited 

access for 
low SES 

High 
complication 

rates 
+ margins 

Expensive Rx 

Overdiag 

Donabedian, Avedis (2005). "Evaluating the Quality of Medical 

Care. 83 (4). The Milbank Quarterly. pp. 691–729. (1st published 

1966) 



Technology needs to be 

built into models of care 

that can be affordably 

delivered and be part of a 

research agenda, e.g. 

Compression of pathway 

time e.g. IORT 

VIA-acetic acid for cervix 

screening 

 

 

 

 



• What outcomes can you expect? Curative 
v Palliative basic package 

• How do you address stage of presentation 
(intrinsic & new) 

• Focus on modalities that deliver the 
majority of outcomes. What is tier I cancer 
care? 

• Ad hoc models of care and pathways 
waste money and deliver poor outcomes 

• Need workforce capacity: may need to 
task shift or expand competencies  



But task expansion does not mean untrained 

Indicator Specialist 
Non-

specialist 
P-value 

Breast local recurrence 7% 14% <0.001 

Inadequate staging of 

axilla 
7.6% 40.5% <0.001 

Axillary recurrence 6% 11% <0.001 

Chemotherapy rate 30.3% 15.0% <0.001 

www.ncbi.nlm.nih.gov/pmc/articles/PMC3351617/ 



Lancet Oncology Commission.  

Delivering Affordable Cancer Care in High Income Countries. 2011  

Political Economy & Social Determinants 



The domestic and international case for cancer 

care has been poorly developed and articulated 

 

• Level of cancer intelligence is low: includes burden, workforce, access, 
quality, CFR, quality metrics, etc. 

• Knowledge about respective political economies also low; this includes 
models & pathways of care & socio-political realities 

• Distinct challenges for delivering affordable models of care: little 
understanding of mobility and pathways taken by domestic and 
refugees 

• High income data on economic impact (direct, indirect and 
productivity losses) but little context specific work 



• Health as peace1: building on pre-existing social and political studies1 

• In Afghanistan2 et al. major unmet need to build social sciences 
research for cancer care 

1. Reconciliation in Afghanistan. US Inst for Peace Research 

2. Frost A et al An assessment of the barriers to accessing BPHS in Afghanistan 

        Globalisation & Health, Vol. 12, No. 1, 71, 15.11.2016.   



No simple 

equation 

but…. 





 

Population segmentation: IDP, refugee (formal & informal), 
children-adult, etc 

 

Geo-temporal: migrating (distance), formal camps, seam zones, host 
countries, long term settled 

 

Socio-cultural: dynamic effects, sans papiers, marginalised-
vulnerable-poverty (domestic & refugee) 

 

1Middle Eastern Conflicts: Implications for refugee health in EU countries & 

  ME host countries. JGO,  2016. 

Research agenda that specifically addresses regionally 

impact of conflict 



Healthcare is mostly an ‘unregulated’  private 

enterprise in many LMI & high income countries 

• Free for all does not work!1 

 

• Need to build domestic host 

systems from multiple donor 

sources and plan post conflict 

cancer reconstruction2 

1 Aggarwal & Sullivan. Putting a price on cancer. 

   Nature Revs Clin Onc. 2016 13(3): 137-138. 

Need a ‘managed’ system tied to clear tariffs  with clear 

models and pathways of care, including early detection & 

end-of-life 



Facility & 
Personnel 

requirements 

Volume & Site 
considerations 

Accreditation 
& Audit 

National & International Policy 

https://www.ncbi.nlm.nih.gov/books/NBK223575/ 



Standardized context sensitive guidelines 




